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Fig 1. Postoperative coronary angiogram demonstrated a 
70% stenosis (white arrow) in the left subclavian artery just 
distal to the origin of the internal thoracic artery. The left 
internal thoracic artery (*) and a saphenous vein graft (**) 
were widely patent. 
The patient was a 78-year-old man who had 2-vessel dis-
ease (a 99% stenosis of the left anterior descending artery and 
a 90% stenosis of the left circumflex artery) with a calcified 
ascending aorta. The blood pressures were almost equal in the 
upper extremities. A median sternotomy was applied and the 
left femoral artery was used for arterial perfusion. After har-
vesting of the left internal thoracic artery and systemic 
heparinization, the left axillary artery-left circumflex artery 
anastomosis was completed with a saphenous vein graft 
according to the procedure described by Bonatti and associ-
ates. The left internal thoracic artery was then attached to the 
left anterior descending artery as an in situ graft. During the 
operative procedure the presence of a stenotic subclavian artery 
was not noticed at all. In this case, however, no signs of myocar-
dial or left arm ischemia were present after the operation. 
For an untouchable aorta, various modifications in tech-
nique to avoid manipulation, can'nulation, or clamping of the 
diseased aorta have been proposed; these include use of the 
femoral artery or aortic arch for cannulation, no aortic clamp 
under hypothermic circulatory arrest, placement of an in situ 
arterial graft, or use of the innominate artery or descending 
thoracic aorta as an inflow site for a free graft. 1.4.5 The axil-
lary artery, which is easy to access, has been used as the blood 
supply for extra-anatomic reconstruction and may possibly 
have sufficient flow to supply the myocardium. Use of the 
saphenous vein to revascularize the coronary artery is tech-
nically easy as well. Taking these points into account, axillo-
coronary saphenous vein bypass is thought to be a valuable 
procedure for patients with severe atherosclerosis of the 
ascending aorta. On the basis of our own experience, we sup-
port the use of this procedure. However, particular attention 
must be paid to the coexistence or future development of ath-
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erosclerosis in the subclavian artery, although a number of 
ways are available to cope with this problem. 
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Can you top this? 
To the Editor: 
12/8/92306 
In August of 1969, an 8-year-old girl underwent surgery for 
pulmonary atresia with a ventricular septal defect. The oper-
ation was performed by Christian Barnard in South Africa. 
The surgical repair consisted of closure of a patent ductus 
arteriosus and of 2 major aortopulmonary collateral arteries 
to the left lung, patch closure of the ventricular septal defect, 
and aortic homograft interposition between the right ventricle 
and the pulmonary artery bifurcation. 
The patient remained free of symptoms for about 21 years, 
with 3 uncomplicated pregnancies. On October 1990 she 
came to us with signs of right ventricular hypertension. 
Routine clinical investigations (electrocardiography, chest 
radiography, echocardiography), magnetic resonance imag-
ing, and cardiac catheterization confirmed an increase in sys-
tolic right ventricular pressure (80 mm Hg) caused by an 
obstruction at the level of the distal anastomosis of a com-
pletely calcified conduit. The investigations also showed the 
presence of a residual (or recurrent) large atrial septal defect. 
In April 1991, 21 years 8 months after the first surgical pro-
cedure, she underwent closure of the atrial septal defect and 
replacement of the right ventricle-pulmonary artery conduit 
with a 23 mm pulmonary homograft. At the end of the pro-
cedure systolic pressures of 25 mm Hg in the right ventricle 
and 105 mm Hg in the left ventricle were recorded. The post-
operative course and the follow-up have been uneventful. 
Radiology (Fig 1) of the explanted conduit (Fig 2), as well 
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Fig 1. Radiography of the calcified explanted conduit. 
Fig 2. Macroscopic appearance of the calcified explanted 
conduit. 
as histologic study, confirmed the extensive calcification of 
the aortic homograft, in situ for 21 years 8 months. 
Antonio Corno, MD 
Pediatric Cardiac Surgery 
University Lausanne-Clinique de Genolier 
Genolier CH-1272, Switzerland 
12/8/92305 
Delayed iatrogenic aortic dissection from coronary 
bypass 
To the Editor: 
I enjoyed the recent article, "Delayed Iatrogenic Aortic 
Dissection From Coronary Bypass Ma~aged With Extraana-
tomic Bypass," by Pappas and associates (J Thorac Cardio-
vasc Surg 1998;115:947-9). 
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Fig 1, showing the computed tomographic scan of the 
chest, appeared to demonstrate a significant peri-aortic col-
lection of blood, in addition to the dissection. I wondered 
whether the authors were concerned about a leak in the 
descending thoracic aorta and how they would have managed 
this clinical situation. 
Inasmuch as the authors decided on a nonoperative 
approach, another option would have been catheter fenestra-
tion and stenting of the involved vessels. After repair of type 
I dissection, I have used catheter fenestration and postfenes-
tration stents to alleviate leg ischemia. This option avoids an 
axillary bifemoral bypass or femoral-femoral bypass. 
Frank A. Baciewicz, Jr, MD 
Department of Cardiothoracic Surgery 
Wayne State University-Harper Hospital 
3990 John R, Ste 2120 
Detroit, MI48201 
12/8/92938 
Reply to the Editor: 
The computed tomographic scan of the chest, shown in Fig 1, 
was performed after the operation. We did not have a preop-
erative scan. The patient was in hemodynamically stable con-
dition and was having no symptoms of progressive dissec-
tion. Thus nothing further was done. 
We agree that catheter fenestration and stenting would have 
been another option to alleviate leg ischemia. However, at our 
institution we were more comfortable with surgical 
extraanatomic bypasses. 
George L. Hines, MD 
Chief, Division of Vascular Surgery 
Winthrop-University Hospital 
259 First St 
Mineola, NY 11501 
12/8/92937 
Fiftieth anniversary of the insertion of an artificial 
heart valve 
To the Editor: 
In an article titled "Una Valvula Aortica Artificial" by Dr 
Isidro Perianes and me, we presented at the International 
Letters continued on page 672. 
